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The  Mental 
Health  Patient 
Advocate  Office 


Appointed  under  Part  6 of  the  Mental  Health  Act  the  Mental  Health 
Patient  Advocate  offers  resource  services  to  the  psychiatric  community 
— providing  systemic  information  to  the  general  public,  assisting 
patients  in  designated  mental  health  facilities  to  understand  and  exercise  their 
legal  rights,  and  investigating  concerns  or  complaints  relating  to  certified  patients 
involuntarily  detained  under  the  Act.  The  office  also  monitors  legislative  and 
regulatory  changes  pertaining  to  psychiatric  services  and  makes  recommendations 
to  appropriate  authorities  regarding  systemic  problems,  administrative  policies 
and  mental  health  legislation.  Office  representatives  routinely  attend  fatality 
inquiries  involving  patients  in  designated  mental  health  facilities,  and  make 
regular  site  visits  to  most  of  these  hospitals  around  the  province  on  both  a proac- 
tive basis  and  in  response  to  individual  or  collective  complaints. 

Anyone  may  contact  the  Patient  Advocate  Office  with  inquiries  about  psychiatric 
patients  and  services,  or  to  register  concerns  and  complaints  on  behalf  of  current 
or  former  formal  patients.  Formal  patients  are  persons  who  are  or  have  been 
involuntarily  detained  in  designated  mental  health  facilities  under  two  Admission 
or  two  Renewal  Certificates  as  prescribed  in  the  Mental  Health  Act.  If  it  is 
uncertain  whether  an  individual  who  is  the  subject  of  concern  has  been  formally 
certified,  the  Patient  Advocate  Office  can  be  contacted  to  determine  the  legal 
status  of  the  patient.  Telephone  inquiries  may  be  made  to  the  downtown  Edm- 
onton office  at  (403)  422-1812;  calls  from  locations  outside  the  Edmonton  area 
may  be  placed  free  of  long-distance  charges  through  local  Alberta  Government 
RITE  operators.  Written  contacts  should  contain  as  much  detailed  information 
as  possible,  be  marked  ‘Confidential’  and  mailed  to  the  Office  of  the  Mental 
Health  Patient  Advocate,  12th  Floor,  Centre  West  Building,  10033  - 108 
Street,  Edmonton,  Alberta  T5J  3E1. 

All  inquiries  and  investigations  are  handled  in  strict  confidence.  Responses  to 
inquiries  not  requiring  formal  investigation  are  provided  on  a same  day  basis. 
Most  matters  are  resolved  informally,  but  if  allegations  are  of  a sensitive  nature  or 
involve  serious  accusations  against  specifically  named  individuals  formal  investi- 
gative procedures  are  often  necessary.  The  office  will  make  all  inquiries  and 
investigations  necessary  to  resolve  any  issues  presented  and  has  authority  to 
engage  the  services  of  lawyers,  psychiatrists  or  other  persons  to  assist  in  this 
process  if  deemed  appropriate.  Should  the  Advocate  not  have  jurisdiction  to 
pursue  a given  matter,  the  office  may  be  able  to  offer  advice  or  make  general 
inquiries  relating  to  the  concern,  but  can  do  so  only  by  way  of  informal  assistance 
and  not  in  an  official  capacity.  Many  non-jurisdictional  matters  can  be  referred 
to  a more  appropriate  resource  having  authority  to  deal  with  the  problem.  In  the 
latter  regard,  the  Patient  Advocate  Office  has  established  and  maintains  recipro- 
cal communications  with  other  offices  offering  mechanisms  for  redressing  a wide 
range  of  public  concerns. 
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There  are  no  limits  to  the  kinds  or  numbers  of  complaints  that  can  be  made  to 
the  Patient  Advocate  Office  so  long  as  any  issues  requiring  formal  investigation 
relate  to  a period  during  which  the  person  who  is  the  subject  of  concern  had 
certified  patient  status.  The  office  has  limited  ‘own  motion’  authority,  and  does 
not  require  a complaint  in  order  to  initiate  an  inquiry  or  investigation  into 
procedures  for  admitting  patients  detained  under  the  Mental  Health  Act,  or  for 
providing  information  as  required  by  the  Act  to  formal  patients,  guardians, 
nearest  relatives  or  patient  designates.  Upon  completion  of  an  inquiry  or  investi- 
gation, the  Patient  Advocate  Office  will  advise  the  patient  and  other  principal 
parties  as  appropriate  regarding  disposition  of  the  matter.  If  formal  investigative 
protocols  were  required  for  resolution,  written  reports  are  provided  which  may 
include  either  case-specific  or  general  systemic  recommendations  relating  to  the 
issues  investigated.  Annual  written  reports  are  also  submitted  to  the  Minister  of 
Health,  who  in  turn  is  required  to  lay  copies  of  the  Advocate’s  Reports  before  the 
Legislative  Assembly  in  accordance  with  provisions  of  the  Mental  Health  Act. 
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MISSION  STATEMENT 

To  serve  as  a resource  for  psychiatric  patients  by: 

• Assisting  formal  (certified)  patients  involuntarily 
detained  in  facilities  designated  under  the 
Mental  Health  Act  to  understand  and  exercise 
their  rights; 

• Investigating  and  facilitating  redress  for 
concerns  and  complaints  relating  to  formal 
patients; 

• Assessing  and  recommending  revision  to 
facility  procedures  for: 

• Admitting  persons  detained  under  the 
Mental  Health  Act; 

• Informing  formal  patients  of  their  rights,- 

• Providing  information  as  required  by  the  Act 
to  guardians,  relatives  or  designates  of  formal 
patients,- 

• Advocating  for  amendments  to  mental  health 
and  other  protective  legislation  as  these  relate 
to  formal  patients,- 

• Offering  a consumer  oriented  source  of 
information  for  persons  with  mental  illness  and 
others  acting  on  their  behalf,- 

• Supporting  client  perspectives  in  the 
development  and  implementation  of  mental 
health  policies  and  procedures,- 

• Promoting  public,  professional  and  consumer 
awareness  of  rights  related  issues  in  mental 
health. 


1 996  was  a year  of  continuing  adjustments  to  the  many  developments 

deriving  from  health  restructuring.  During  the  year  we  witnessed  dissolu- 
tion of  the  Provincial  Mental  Health  Board  and  the  creation  of  the 
Provincial  Mental  Health  Advisory  Board  to  oversee  mental  health  services 
planning  and  delivery.  The  Holy  Cross  in  Calgary  was  closed  and  psychiatric 
services  at  the  Charles  Camsell  in  Edmonton  were  transferred  back  to  the  Royal 
Alexandra  Hospital  when  the  Camsell  closed  in  March.  These  latter  changes 
reduced  the  number  of  hospitals  designated  under  the  Mental  Health  Act  as 
having  authority  to  admit  and  detain  formal  or  certified  patients;  the  twelve 
remaining  designated  facilities  are  listed  in  the  Appendices. 


The  apparent  trend  of  decreasing  psychiatric  admissions  observed  over  the  past 
few  years  was  not  continued  through  1996.  Data  from  Alberta  Health  and 
individual  hospital  sources  reveal  an  estimated  10,800  psychiatric  admissions  to 
designated  inpatient  facilities,  an  increase  of  approximately  1 ,000  patients  over 
those  documented  for  1995.  The  1996  data  do  reveal,  however,  a continuation  of 
another  trend  noted  last  year  — that  of  increased  numbers  of  inpatients  requiring 
formal  certification.  In  last  year’s  report,  I observed  the  third  consecutive  annual 
increase  of  about  1 00  patients  requiring  certification  and  involuntary  detention 
in  designated  facilities.  More  recent  figures  reveal  a further  increase  of  about  300 
formal  patients;  the  2,400  patients  certified  in  1996  represent  almost  23  per  cent 
of  all  inpatient  admissions  to  designated  psychiatric  facilities,  up  from  17  per 
cent  in  1990.  An  additional  1,100  patients  were  detained  under  mental  health 
legislation  but  were  not  ultimately  certified,  providing  a total  of  over  3,500 
psychiatric  detentions  during  the  year.  While  approximately  one-third  of  all 
psychiatric  admissions  to  designated  facilities  were  detained  under  the  Mental 
Health  Act,  only  69  per  cent  of  those  detained  were  fully  certified. 


A note  of  caution  seems  in  order  regarding  these  numbers,  which  comprise  at 
best  ‘educated  estimates’.  I have  found  it  distressingly  difficult  over  the  years  to 
obtain  reliable  statistics  on  the  fundamental  parameters  of  our  psychiatric  service 
system.  Basic  enumerations  of  total  psychiatric  admissions  to  designated  facilities 
and  the  numbers  of  formal  patients  certified  under  mental  health  law  have  not 
been  readily  available  for  the  asking  and  have  consistently  required  estimation 
from  multiple  and  often  conflicting  sources.  Admissions  information  has  in  many 
instances  been  estimated  from  separations  data,  although  there  is  generally  less 
than  three  per  cent  variance  between  admissions  and  separations  statistics.  ‘Holes’ 
in  the  data  have  been  filled  by  contacting  individual  hospitals  for  missing  or 
corrections  to  obviously  erroneous  information.  A new  data  collection  system 
implemented  this  year  shows  promise  of  alleviating  some  of  these  problems,  but 
there  remain  numerous  gaps  in  the  picture  provided  and  I am  not  convinced  that 
statistics  are  being  compiled  in  a consistent  manner  across  the  province. 


Comments  and 
Issues 
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Hopefully,  recently  increased  emphases  on  accountability  will  prescribe  a more 
reliable  information  base  for  both  future  reports  and  meaningful  health  planning. 

Vagaries  notwithstanding,  the  aforementioned  trends  are  consistent  with  mental 
health  data  from  other  jurisdictions.  General  trends  across  the  country  reveal  that 
psychiatric  admissions/separations  rose  12  per  cent  in  general  hospitals  but  fell  8 
per  cent  in  dedicated  psychiatric  facilities  over  the  last  decade.1  Although  mental 
health  facilities  serve  fewer  patients  than  general  hospitals,  they  still  account  for 
the  majority  of  psychiatric  patient  days,  largely  because  of  longer  average  stays. 
Between  1983  and  1993  the  average  length  of  stay  (ALOS)  in  Canadian  psychi- 
atric facilities  rose  from  193  to  326  days.  General  hospitals  also  saw  a rise  in 
ALOS  for  the  treatment  of  mental  disorders,  from  27  days  in  the  mid-80s  to  33 
days  in  the  mid-90s.  Since  Alberta’s  new  data  collection  system  now  includes 
ALOS  information,  it  should  be  possible  to  make  future  comparisons  on  these 
parameters  of  provincial  psychiatric  care. 

It  may  also  prove  profitable  to  do  so.  Such  observations  can  provide  insight  into 
the  apparent  increases  in  patient  acuity  cited  in  last  year’s  report  — a factor 
which  has  given  rise  to  considerable  comment  from  health  professionals  over  the 
last  several  years.  Other  observations  also  support  a perceived  trend  toward  more 
intensive  psychiatric  care  requirements.  Callers  to  the  Minister’s  office  more 
frequently  relate  mental  health  concerns,  and  the  Alberta  Legal  Aid  Society 
reports  significant  increases  in  mental  health  applications  despite  concomitant 
downward  trends  in  applications  for  criminal,  divorce  and  most  other  civil 
actions.2  Clearly,  admissions  to  both  general  and  psychiatric  hospitals  reveal  an 
increased  prevalence  of  more  serious  illness  than  was  observed  a decade  ago, 
irrespective  of  overall  admission/separation  rates.  Paralleling  these  trends  of 
course,  are  growing  emphases  in  all  jurisdictions  on  community-based  care,  in 
which  less  severe  mental  disorders  are  increasingly  treated  on  an  outpatient  basis 
without  admission  to  hospital. 

Some  of  the  aforementioned  trends  are  also  reflected  in  Patient  Advocate  Office 
activity  levels  for  1996.  Case  loads  were  up  nearly  10  per  cent  and  resource 
services  rose  over  1 1 per  cent  from  levels  documented  in  1993.  Overall  issues 
addressed  by  the  office  were  also  up  over  1 9 per  cent,  although  total  contacts 
made  for  combined  resource  services  and  case  work  increased  only  4 per  cent 
over  the  previous  calendar  year.  These  data  may  well  fall  within  the  normal  range 
of  year-to-year  variation,  but  the  office  has  documented  consistent  increases  over 
the  last  several  years  in  both  issues  presented  for  resolution  and  contacts  required 
to  resolve  these  matters. 


1 Health  Reports,  Statistics  Canada,  1996,  7,  4,  55-61 

2 Personal  Communications 
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Some  qualitative  as  opposed  to  quantitative  trends  also  appear  to  be  emerging 
vis-a-vis  the  nature  of  complaints  and  concerns  brought  to  the  Patient  Advocate 
Office’s  attention  during  1996.  A few  are  relatively  new,  while  others  simply 
reflect  increases  in  concerns  expressed  less  frequently  in  previous  years.  Novel 
items  include  expressed  anxieties  about  upcoming  ‘Smart  Cards’.  These  have 
focused  primarily  on  confidentiality  concerns  — particularly  with  respect  to 
psychiatric  histories  and  the  societal  stigmas  associated  with  mental  disorders.  As 
one  caller  commented,  “I  don’t  want  my  entire  psychiatric  history  of  mental 
health  problems  placed  in  the  hands  of  some  20-year  old  pharmacist  or  drug 
store  clerk.”  Other  concerns  focus  on  the  perceived  lack  of  adequate  inpatient 
and  outpatient  services,  and  include  concomitant  financial  problems  for  patients 
in  the  community  attempting  to  meet  ongoing  medication  expenditures.  Hospi- 
tal service  shortfalls  are  observed  as  often  by  staff  as  by  patients,  and  cite  over- 
counts on  psychiatric  units  which  necessitate  the  use  of  medical/surgical  and 
emergency  beds  for  patients  with  mental  disorders.  Concerns  are  voiced  by  staff, 
patients  and  families  alike  regarding  the  transfer  of  mental  health  services  to 
Regional  Health  Authorities  and  the  ability  of  communities  to  cope  with  long- 
term patients.  Related  issues  focus  on  early  and  perceived  premature  discharges  of 
psychiatric  patients  back  into  the  community.  Inadequate  services  for  psychiatric 
patients  presenting  themselves  at  Emergency  Units,  and  complaints  concerning  a 
lack  of  attention  to  somatic  medical  problems  for  patients  admitted  to  psychiatric 
facilities  have  also  been  noted  with  increasing  frequency.  These  concerns  are  not 
limited  to  the  Edmonton  and  Calgary  areas. 

Most  problems  presented  to  the  Patient  Advocate  Office,  however,  represent 
continuing  as  opposed  to  novel  themes.  As  in  previous  years,  the  most  common 
concerns  continue  to  center  around  involuntary  detention  and  treatment  for 
formal  patients.  These  generally  focus  on  apprehension  and  certification  proce- 
dures under  the  Mental  Health  Act,  as  well  as  control  provisions  which  permit 
the  compulsory  administration  of  medications  in  the  absence  of  patient  or  surro- 
gate consent.  Continuing  areas  of  concern  also  include  records  access  problems, 
the  costs  of  duplicating  requested  records,  social/financial  difficulties,  the  lack  of 
privacy  on  psychiatric  unit  patient  telephones,  allegations  of  rough  handling  and/ 
or  indifferent  patient  treatment,  poor  continuity  of  care  while  in  hospital,  and 
perceptions  of  a general  backward  trend  towards  ‘custodial’  care.  These  concerns 
are  occasionally  presented  by  third  parties  on  behalf  of  patients  in  hospital  — 
consumer  agencies,  friends  or  families  of  patients  — and  often  seem  to  reflect 
reactions  to  frequent  care  giver  changes,  perceived  staffing  shortages  or  the  de- 
skilling of  trained  personnel. 

One  specific  set  of  concerns  observed  over  recent  years  has  focused  on  facility 
smoking  policies  for  patients  detained  in  hospital.  The  Patient  Advocate  Office 
has  offered  considerable  input  into  hospital  smoking  policies  at  the  request  of 
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individual  facilities  involved,  and  the  office  continues  to  deal  with  these  thorny 
issues  on  a case-by-case  basis.  While  most  facilities  appear  to  perceive  smoking  as 
a hospital  privilege  many  patients  view  smoking  as  a right;  this  contradiction 
between  administrative  and  personal  perspectives  can  fuel  controversy.  Clearly, 
smoking  bans  on  long-term  psychiatric  patients  and  nursing  home  residents  are 
contentious  since  for  these  clientele  such  policies  comprise  prolonged  or  even 
lifelong  impositions.  In  the  United  States  legislation  promoting  nursing  home 
residents’  rights  has  explicitly  prescribed  the  “accommodation  of  individual  needs 
and  preferences.”3  Surveys  have  revealed  the  resulting  prevalence  of  smoking  in 
U.S.  nursing  homes  to  range  up  to  80  per  cent,  with  higher  prevalences  being 
associated  with  patient  case  mixes  containing  greater  proportions  of  psychiatric 
patients.  In  long-term  psychiatric  facilities,  however,  similar  surveys  have  revealed 
that  smoking  bans  have  not  necessarily  led  to  increases  in  overt  behavioural 
problems.4  While  administrators  point  to  improvements  in  the  milieus  involved 
— cleaner  air  and  fewer  damages  — smoking  bans  are  often  perceived  by  patients 
as  unwelcome  paternalistic  acts  as  opposed  to  enhancements  in  their  therapeutic 
environment.  Inevitably,  smoking  in  long-term  psychiatric  settings  will  remain  a 
controversial  issue  so  long  as  tobacco  products  are  commercially  available.  Health 
care  organizations  have  an  acknowledged  obligation  to  demonstrate  leadership  in 
promoting  healthy  lifestyles.  Fulfdling  these  responsibilities  while  concomitantly 
striking  an  appropriate  balance  between  individual  rights  and  the  rights  of  others 
will  continue  to  comprise  a social/political  tightrope  which  such  settings  must 
walk  for  the  forseeable  future. 

Numerous  continuing  problems  derive  from  shortcomings  in  the  Mental  Health 
Act  and  these  have  not  been  addressed  since  the  statute’s  proclamation  in  Janu- 
ary, 1990.  Several  are  of  a serious  nature  and  were  discussed  more  thoroughly  in 
my  1993  Annual  Report.  One  involves  the  lack  of  a valid  consent  mechanism  for 
patients  who  are  deemed  incompetent  to  make  their  own  treatment  decisions  but 
for  whom  there  is  no  nearest  relative  meeting  the  surrogate  consent  requirements 
prescribed  in  the  Act.  Needed  is  an  efficient  and  legally  valid  procedure  for 
rapidly  designating  interim  authority  to  approve  treatment  until  such  time  as 
patients  are  once  again  well  enough  to  provide  informed  consent  on  their  own 
behalf.  A mechanism  which  parallels  existing  provisions  for  competent  patients 
seems  both  parsimonious  and  appropriate,  and  the  Patient  Advocate  Office  has 
accordingly  suggested  that  Review  Panels  be  legally  permitted  to  provide  treat- 
ment authorization  in  these  instances,  as  they  already  can  for  competent  formal 
patients  who  refuse  treatment.  Formal  Guardianship  also  affords  a viable  option 
in  cases  where  broader  competency  issues  are  presented  for  long-term  resolution. 


3 Omnibus  Budget  Reconciliation  Act,  1987,  Public  Law  100-203,  Sections  4201  (a),  4211  (a). 

4 Public  Health  Reports,  January/February,  1996,  3,  66-70. 
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As  this  report  goes  to  press  dialogues  continue  with  principal  parties  in  attempts 
to  resolve  this  long-standing  breach  in  statutory  provisions. 

Other  difficulties  deriving  from  statutory  shortcomings  relate  to  the  Patient 
Advocate  Office’s  limited  legal  mandate.  These  issues  have  also  been  discussed  in 
previous  Annual  Reports.  At  present  the  Patient  Advocate  Office  has  minimal 
own-motion  powers  of  investigation  and  can  not  intervene  in  the  absence  of  a 
complaint.  More  importantly,  restricting  the  Advocate’s  mandate  to  only  formal 
patients  arbitrarily  limits  the  office’s  ability  to  offer  effective  assistance  to  patients 
in  Forensic  Units  under  the  Criminal  Code,  those  detained  in  designated  mental 
health  facilities  under  other  authorities  such  as  the  Dependent  Adults  Act,  and 
even  those  patients  who  are  apprehended  and  detained  under  the  Mental  Health 
Act  when  the  certification  process  has  not  been  completed.  Patients  on  voluntary 
status  in  designated  psychiatric  facilities  are  also  not  included  in  the  office’s 
mandate,  although  informal  assistance  can  sometimes  be  offered  in  an  ‘unofficial’ 
capacity.  Broadening  the  Advocate’s  legal  terms  of  reference  to  include  all  pa- 
tients residing  in  facilities  which  are  designated  under  the  Mental  Health  Act  has 
been  requested.  This  proposal  has  been  strongly  supported  by  community  agen- 
cies, the  Provincial  Ombudsman,  and  most  recently  in  explicit  recommendations 
from  the  Provincial  Health  Council. 

It  is  recognized  that  however  encompassing  an  authority’s  mandate  may  be,  it  is 
inevitable  that  concerns  will  be  presented  for  resolution  which  will  fall  beyond  its 
jurisdiction  or  scope  of  authority.  It  is  thus  imperative  that  clear  communication 
lines  and  reciprocal  referral  arrangements  are  maintained  between  all  authorities 
serving  to  redress  public  and  consumer  complaints  relating  to  health  services 
delivery.  To  address  these  systemic  concerns,  Alberta  Health  has  recently  under- 
taken the  development  of  a simplified,  coordinated  complaint  response  system 
which  will  include  a review  of  existing  appeal  mechanisms  and  problem  resolu- 
tion processes.  Progress  is  in  the  making. 


Activity 

Summaries 


A.  General 

Overall  activities  of  the  Patient  Advocate  Office  for  the  1 996  calendar  year  are 
summarized  in  Table  I.  These  data  reflect  a combination  of  both  resource  service 
and  case  file  activities  undertaken  during  the  year. 

Table  I 


Resource  Services  Case  Files 


Issues 755 

Contacts  586 

Issues 1,4 14 

Contacts  1 ,633 

New  Files  opened  . . . 260 

Overall  Activity 

Total  Issues  

. 2,169 

Total  Contacts 

.2,219 

The  Patient  Advocate  Office  engaged  in  a total  of  2,219  personal,  telephone  or 
written  contacts  with  Alberta  citizens  during  1996.  These  contacts  reflect  a 4 per 
cent  increase  over  those  documented  for  the  previous  year,  and  involve  the 
addressing  of  2,169  independent  issues.  Total  issues  are  broken  down  by  category 
in  Figure  I,  and  are  over  19  per  cent  higher  than  the  total  issues  tallied  for  1995. 
This  is  the  seventh  consecutive  reporting  period  in  which  the  numbers  of  issues 
presented  to  the  Patient  Advocate  Office  for  resolution  have  progressively  in- 
creased; this  continuing  trend  is  illustrated  in  Figure  II. 


Figure  I 


Total  Issues 


1039 


Other  413 
(19%) 


Social/Financial  84 
(4%) 


Clinical  283 
(13%) 


Administrative  350 
Total  Number  of  Issues:  21 69  (1 6%) 
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Figure  II 


Most  presenting  problems  continue  to  be  of  a legal  nature,  reflecting  ongoing 
emphases  on  the  involuntary  apprehension,  detention  and  treatment  provisions 
of  the  Mental  Health  Act.  As  indicated  in  previous  reports,  this  predominantly 
legal  focus  prescribes  the  need  for  clearly  conveying  to  complainants  that  this 
office  does  not  render  formal  legal  opinions,  and  requests  for  such  services  are 
routinely  referred  to  practising  members  of  the  legal  community  for  appropriate 
advice  and  representation. 

B«  Resource  Services 

Resource  contacts  comprise  both  office-initiated  and  response-related  activities  in 
which  the  office  is  used  as  an  information  source  for  persons  seeking  advice  on 
individual  problems  or  systemic  matters  relating  to  psychiatric  services.  Case  files 
are  not  opened  in  these  instances  since  callers  are  not  concerned  with  specific 
patients  detained  in  designated  mental  health  facilities.  Most  resource  service 
requests  come  from  individual  citizens  but  many  emanate  as  well  from  a diverse 
range  of  agencies:  government  departments,  legal  firms,  professional  associations, 
MIA  offices,  consumer  organizations  and  health  or  social  service  providers  across 
the  province.  Some  also  come  from  concerned  citizens,  agencies  and  officials  in 
other  jurisdictions. 

A total  of  586  non-case  related  resource  service  contacts  were  documented  during 
the  year,  up  over  1 1 per  cent  from  those  recorded  in  1995.  The  number  of 
individual  issues  or  problems  presented  in  the  context  of  these  collective  resource 
service  requests  was  755  — reflecting  a 13  per  cent  increase  over  those  docu- 
mented during  the  previous  year. 
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Even  though  proactive  hospital  visits  are  attenuated  somewhat  by  staffing  limita- 
tions, site  visits  to  most  major  facilities  are  conducted  on  a frequent  and  routine 
basis  for  purposes  of  meeting  with  patients  and  staff.  All  facilities  designated 
under  the  Mental  Health  Act  are  periodically  contacted  by  telephone  in  addition 
to  any  required  case-related  contacts.  Office  staff  also  continue  to  monitor  Fatal- 
ity Inquiries  for  patients  in  designated  psychiatric  facilities  upon  the  routine 
notification  of  hearings  from  authorities  in  Alberta  Justice.  While  no  Public 
Inquiries  were  attended  during  1 996,  official  findings  of  one  inquiry  were  com- 
municated to  the  Patient  Advocate  by  the  Chief  Medical  Examiner.  The  office 
also  continues  to  review  pending  and  newly  enacted  legislation  which  can  poten- 
tially impact  psychiatric  patients  and  services  (eg.,  Personal  Directives;  Access  to 
Health  Information  and  Protection  of  Privacy). 


C Case  Work 

Figure  III  provides  a breakdown  of  initial  case  contacts,  showing  the  numbers 
and  proportions  from  patients  themselves,  family  members  and  agencies  on  their 
behalf,  or  other  alternate  sources  (friends,  neighbours,  landlords,  MLAs,  other 
patients,  concerned  citizens,  etc.).  Over  80  per  cent  of  these  initial  case  contacts 
consisted  of  telephone  inquiries;  the  balance  were  predominantly  personal  con- 
tacts deriving  from  our  routine  site  visits  to  designated  psychiatric  hospitals. 
Again  this  year  only  a few  initial  case  contacts  (under  3 per  cent)  were  received  in 
written  form.  The  latter  modality  figures  do  not  distinguish  between  service 
requests  originating  directly  from  clients  themselves  and  those  emanating  from 
third-party  referrals.  In  all  cases,  however,  the  patient  is  considered  the  ‘client’ 
and  third-party  complainants  or  referral  agencies  are  subject  to  the  strict  confi- 
dentiality provisions  prescribed  for  the  office  in  the  Patient  Advocate  Regula- 
tion. 


Figure 


Sources  of  Initial  Case  Contact 


201  (77%) 


0 30 

Total  Number  of  Files:  260 


100 


150  200  250 
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New  case  files  opened  during  1996  totalled  260,  an  increase  of  almost  10  per 
cent  over  the  1995  figure.  Larger  increases  were  witnessed  in  the  numbers  of 
case-related  problems  presented  for  resolution;  these  rose  over  23  per  cent  and 
totalled  1,4 14  in  number.  The  case-related  contacts  required  to  resolve  these 
issues  were  1,633,  up  only  slightly  (1.5  per  cent)  from  last  year’s  data  — presum- 
ably because  this  year’s  figure  was  not  unduly  augmented  by  frequent  repetitive 
calls  from  excessively  perseverative  patients.  Our  office  rarely  restricts  patient 
contacts,  even  recurring  ‘nuisance’  calls,  and  these  can  spuriously  inflate  the  total 
contacts  required  for  problem  resolution.  The  average  number  of  contacts  re- 
quired to  resolve  case  related  matters  in  1996  was  6.3,  slightly  less  than  that 
recorded  last  year  but  higher  than  the  averages  recorded  over  most  previous  years. 

Figure  IV  describes  the  categories  of  legal  status  for  subjects  of  call  in  case  activity 
during  the  year.  The  term  ‘subjects  of  call’  refers  to  patients  for  whom  case  files 
have  been  opened  and  not  necessarily  to  initial  contact  sources  involved,  al- 
though these  individuals  are  often  one  and  the  same.  The  term  ‘other  involun- 
tary’ denotes  patients  under  compulsory  detention  in  designated  mental  health 
facilities  by  way  of  disposition  orders  from  the  Courts  or  Forensic  Boards  of 
Review,  Compulsory  Care  Orders  under  the  Dependent  Adults  Act,  or  single 
Admission  Certificates  pursuant  to  the  Mental  Health  Act.  The  term  ‘Other’ 
simply  represents  a catch-all  category  for  subjects  of  call  not  falling  into  any  of 
the  other  classifications.  It  reflects  persons  recently  or  currently  in  hospital  whose 
legal  status  was  either  irrelevant  to  the  presenting  problem  or  undetermined  due 
to  lack  of  information  from  the  complainant.  Seventy-two  per  cent  of  case  file 
requests  for  assistance  involved  currently  certified  patients,  5 percent  higher  than 
recorded  last  year.  The  remaining  service  requests  related  to  voluntary  patients, 
those  involuntarily  admitted  under  only  one  medical  certificate  or  patients 
detained  under  authorities  other  than  the  Mental  Health  Act. 


Figure  IV 
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Table  II  speaks  to  the  disposition  of  case-related  issues  addressed  during  1 996, 
illustrating  outcomes  independently  for  jurisdictional  and  non-jurisdictional 
matters.  Of  the  1,4 14  case-related  issues  presented  to  the  office,  1,118  or  79  per 
cent  were  jurisdictional;  this  is  equivalent  to  levels  observed  over  the  last  three 
years.  Seventy-nine  per  cent  of  all  presenting  problems  were  also  ‘resolved’,  but  as 
in  previous  reports  this  does  not  necessarily  reflect  complete  consumer  satisfac- 
tion in  every  instance.  The  issues  addressed  in  case  activities  during  the  year 
covered  a similarly  wide  range  of  topics  as  was  witnessed  in  previous  years;  a few 
of  these  are  discussed  in  relation  to  observed  trends  in  the  earlier  ‘Comments  and 
Issues’  section  of  this  report. 


Table  II 

Issues  — Disposition 

Period  January  1,  1996  — December  31,  1996 


Non- 


Disposition 

Jurisdictional 

Jurisdictional 

Total  No. 

% 

R 

U 

1031 

2 

88 

5 

1119 

■ 

7 

79 

0.5 

D 

33 

20 

53 

4 

D&R 

33 

170 

203 

14 

NR/NA 

8 

1 1 

19 

1.5 

NR/RNF 

9 

2 

1 1 

i 

' 1 

Total  Issues 

1118 

296 

1414 

100 

Legend: 

R — Resolved 

(fully  or  partially;  see  previous  note) 

U — Unsubstantiated 

(verification  not  obtained,  or  issue  remains  sufficiently  undefined  as  to  preclude  pursuit) 
D — Discontinued 

(enquiries/investigation  dropped  by  the  office  or  complainant  due  to  lack  of  ability/need 
to  further  pursue;  this  can  include  an  inability  to  establish  jurisdiction) 

D&R  — Declined  and  Referred 

(pertains  primarily  to  non-jurisdictional  issues  when  information  or  informal  assistance 
are  inappropriate  or  insufficient  to  resolve  the  matter;  for  jurisdictional  concerns,  de- 
notes either  that  the  patient  is  capable  of  pursuing  remedy  via  established  mechanisms 
but  has  made  no  attempts  to  do  so,  or  that  ultimate  resolution  is  beyond  the  scope  of 
office  authority) 

NR/NA  — Not  Resolved 
(remedy  not  available) 

NR/RNF  — Not  Resolved 

(recommendations  not  acted  upon,  or  investigation/follow-up  not  yet  completed) 
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D.  Agency  Contacts 

The  Patient  Advocate  Office  deals  with  a wide  range  of  individuals,  offices  and 
agencies  each  year.  The  following  is  a listing  of  most  major  sources  other  than 
individual  complainants  with  which  the  office  had  direct  contact  during  1996. 

Government  Departments  and  Offices 

Alberta  Alcohol  and  Drug  Abuse  Commission 

Alberta  Community  Development 

• Human  Rights  and  Citizenship  Commission 

Alberta  Energy 

Alberta  Family  and  Social  Services 

• Children’s  Advocate 

• Library  Services 

• Public  Guardian 

• Provincial  Office 

• Regional  Offices 

• Social  Care  Facilities  Review  Committee 

Alberta  Health 

• Communications 

• Deputy  Minister 

• Finance  and  Health  Plan  Administration 

• Freedom  of  Information  and  Privacy  Protection 

• Health  Facilities  Review  Committee 

• Health  Information  and  Accountability 

• Health  Policy 

• Health  Programs 

• Health  Strategies  and  Research 

• Health  Workforce  Services 

• Library  Services 

• Mental  Health  Services 

• Provincial  Office 

• Review  Panels 

• Calgary 

• Edmonton 

• Ponoka 

• Minister 

Alberta  Hansard  Library 
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Alberta  Justice 

• Civil  Law 

• Library  Services 

• Medical  Examiner 

• Calgary 

• Edmonton 

• Public  Trustee 

Alberta  Labour 

• Employment  Standards 

Alberta  Treasury 

• Risk  Management  and  Insurance 

Ethics  Commissioner 

Information  and  Privacy  Commissioner 

MLA  Offices: 

• Yvonne  Fritz  (Calgary- Cross) 

• Terry  Kirkland  (Leduc) 

• Grant  Mitchell  (Edmonton-McClung) 

• Ed  Stelmach  (Vegreville- Viking) 

• Julius  Yankowsky  (Edmonton-Beverly-Belmont) 

Premier’s  Council  on  Persons  with  Disabilities 

Provincial  Legislature 

• Ceremonial  and  Security  Services 

Provincial  Ombudsman 
Public  Affairs  Bureau 

Other  Government  Departments  and  Offices 

City  of  Edmonton 

• City  Council 

• Community  and  Family  Services 

• Services  to  Disabled  Persons 

• Social  Services 

• Spousal  Violence 

Edmonton  Public  School  Board 

New  Brunswick  Ministry  of  Health 

• Psychiatric  Patient  Advocate:  Moncton 

Ontario  Ministry  of  Citizenship  and  Culture 

• Citizenship  Policy:  Toronto 
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Ontario  Ministry  of  Health 

• Psychiatric  Patient  Advocate:  Toronto 

Quebec  Ministry  of  Health 
Yukon  Department  of  Health 


Facilities 

• Alberta  Hospital  Edmonton 

• Alberta  Hospital  Ponoka 

• Calgary  General  Hospital 

• Charles  Camsell  Provincial  General  Hospital  (closed  April,  1996) 

• Foothills  General  Hospital:  Calgary 

• Grey  Nuns  Hospital 

• Holy  Cross  Hospital:  Calgary  (temporarily  relocated  to  Calgary  General,  Bow 

Valley,  February,  1996) 

• Lethbridge  Regional  Hospital 

• Medicine  Hat  Regional  Hospital 

• Misericordia  Hospital 

• Northern  Lights  Regional  Health  Centre  (formerly  Ft.  McMurray  Regional 

Hospital) 

• Queen  Elizabeth  II  General  Hospital:  Grande  Prairie 

• Riverview  Hospital:  Coquitlam,  British  Columbia 

• Royal  Alexandra  Hospital 

• University  of  Alberta  Hospitals 

Community  Agencies  and  Organizations 

• Alberta  Community  Living  Association 

• Alberta  Union  of  Public  Employees 

• Alberta  Vocational  College:  Lac  La  Biche 

• Beaumont  Church:  Calgary 

• Canadian  College  of  Health  Service  Executives:  Ottawa,  Ontario 

• Canadian  Institute  of  Law  and  Medicine:  Toronto,  Ontario 

• Canadian  Mental  Health  Association 

• Hamilton,  Ontario 

• Provincial  Office 

• Regional  Offices 

• Canadian  Paraplegic  Association 

• Canadian  Progress  Club 

• Canadian  Union  of  Postal  Workers 

• Cardinal  Communications 

• Citizen’s  Commission  on  Human  Rights 


mm 
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• College  of  Physicians  and  Surgeons  of  Alberta 

• College  of  Psychologists  of  British  Columbia 

• Edmonton  City  Police 

• Edmonton  Junior  Chamber  of  Commerce 

• Elliott  Data  and  Research  Inc.:  Toronto,  Ontario 

• Forensic  Assessment  and  Community  Services 

• Grande  Prairie  College 

• Grant  MacEwan  Community  College 

• Landlord  and  Tenant  Advisory  Board 

• Law  Society  of  Alberta 
•Legal  Aid  Society  of  Alberta 

• Provincial  Office 

• Regional  Offices 

• Legislative  Library:  Frederickton,  New  Brunswick 

• LIASE 

• Manic  Depressive  Disorder  Association 

• McCuaig  and  Desrochers 

• McMan  Youth  Services  Association 

• Metis  Settlement  Elizabeth:  Grand  Centre 

• National  Publication  Centre:  Ottawa,  Ontario 

• National  2000  Inc. 

• Newman  Theological  College 

• North  East  Youth  Project  Society 

• Provincial  Health  Authorities  of  Alberta 

• Provincial  Health  Council  of  Alberta 

• Provincial  Mental  Health  Advisory  Board 

• Provincial  Mental  Health  Board  (abolished  June,  1996) 

• Provincial  Office 

• Regional  Offices 

• Regional  Clinics 

• RCMP 

• Public  Complaints  Commission 

• Sherwood  Park  Detachment 

• Recovery  Acres  Society 

• Regional  Health  Authorities 

• Calgary 

• Capital 

• Administrative  Office 

• Home  Care  Program 

• Chinook 

• Crossroads 

• David  Thompson 

• Mistahia 
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• Northern  Lights 

• Palliser 

• Roberts  and  Christianson 

• Saint  Joseph’s  Composite  High  School 

• Schizophrenia  Society  of  Alberta 

• Advocacy  Office 

• Provincial  office:  Calgary 

• Support  Network 

• Administration  Office 

• Community  Service  Referral  Line 

• Distress  Line 

• Mobile  Crisis  Unit 

• Theatre  Network 

• University  of  Alberta 

• Faculty  of  Education 

• Faculty  of  Law 

• Faculty  of  Medicine 

• Faculty  of  Nursing 

• Health  Law  Institute 

• Legal  Resource  Centre 

• Student  Legal  Services 

• University  of  British  Columbia 

• Faculty  of  Education 

• University  of  Calgary 

• Faculty  of  Law 

• Faculty  of  Medicine 

• MacKimmie  Library 

• University  of  Lethbridge 

• University  of  New  Brunswick:  Frederickton,  New  Brunswick 

• Gerard  La  Forest  Law  Library 

• W.H.O.  Centre  for  Research  and  Training  in  Mental  Health:  Calgary 

Media  Contacts 

• Alberta  News  Network 

• CBC  Radio 

• CBC  Television 

• Edmonton  Journal 

• Edmonton  Sun 

• Information  Network:  Ottawa,  Ontario 

• Southam  Information  and  Technology  Group:  Don  Mills,  Ontario 

• University  of  Toronto  Press 
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Rights  Summary  for  Formal  Patients 

If  you  are  a formal  (involuntary)  patient  under  the  Mental  Health  Act  you  have 
numerous  rights.  The  Mental  Health  Patient  Advocate  Office  has  summarized  a 
few  of  these  rights  for  your  information. 

Rights  Regarding  Your  Detention 

You  have  the  right  to  be  informed  of  the  reasons  for  your  involuntary  detention, 
and  to  receive  copies  of  your  admission  or  renewal  certificates. 

You  have  the  right  to  appeal  being  kept  in  hospital  against  your  will  by  applying 
to  the  Review  Panel. 

The  hospital  will  provide  you  with  the  name  and  address  of  the  Review  Panel 
Chairman,  an  application  for  review  (Form  12),  and  any  assistance  you  may 
require  in  making  your  application  to  the  Review  Panel. 

You  and  your  lawyer  have  the  right  to  be  present  when  evidence  is  given  at  the 
Review  Panel  hearing,  and  to  question  any  person  who  gives  evidence. 

You  have  the  right  to  appeal  a decision  of  Review  Panel  to  not  cancel  your 
admission  or  renewal  certificates. 

Rights  Regarding  Your  Treatment 

You  have  the  right  to  refuse  a treatment  if  you  are  mentally  competent  to  make 
your  own  treatment  decisions. 

If  you  object  to  treatment,  your  doctor  may  apply  to  the  Review  Panel.  The 
Review  Panel  will  review  your  situation,  and  either  support  your  objection  or 
support  your  doctor’s  application  for  a compulsory  treatment  order. 

You  have  the  right  to  apply  to  the  Review  Panel  for  a hearing  to  appeal  your 
doctor’s  certificate  (Form  1 1)  stating  that  you  are  not  mentally  competent  to  make 
your  own  treatment  decisions. 

You  and  your  lawyer  have  the  right  to  be  present  when  evidence  is  given  at  Review 
Panel  hearings,  and  to  question  any  person  who  gives  evidence. 

You  have  the  right  to  appeal  a treatment  order  or  other  written  decision  of  the 
Review  Panel. 
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General  Rights 

You  have  the  right  to  contact  and  receive  visits  from  your  lawyer  at  any  time. 

You  may  arrange  legal  representation  for  your  Review  Panel  hearing  if  you  so 
desire.  Appeals  of  Review  Panel  decisions  are  made  to  the  court  of  Queen’s 
Bench,  and  will  require  the  assistance  of  a lawyer. 

You  have  the  right  to  confidentiality  for  all  clinical  records  pertaining  to  your 
care  in  hospital,  and  for  any  communications  written  by  you  or  to  you.  Hospital 
staff  cannot  open,  read,  withhold  or  interfere  with  the  delivery  of  your  correspon- 
dence. 

You  have  the  right  to  receive  visitors  during  visiting  hours  fixed  by  the  hospital 
unless  your  doctor  thinks  that  visitors  would  be  harmful  to  your  health. 

You  have  the  right  to  contact  the  office  of  the  Mental  Health  Patient  Advocate 
regarding  any  questions  or  concerns  that  you  might  have  with  respect  to  your 
rights  or  care  while  in  hospital. 

For  additional  information  call  the  Mental  Health  Patient  Advocate  Office  at: 

• Edmonton:  422-1812 

• Other  Centres  in  Alberta: 

Call  Local  RITE  Operator  — ask  for  422-1812 
(No  long  distance  charges  apply) 


22 


Budget  and  Expenditures 


Fiscal  Year 

Budget 

Allocation 

Annual 

Expenditure 

Surplus* 

1990-91 

358,518 

243,810 

114,708 

1991-92 

385,485 

262,944 

122,541 

1992-93 

385,189 

256,359 

128,830 

1993-94 

322,324 

192,819 

129,505 

1994  - 95 

1995-96 

. ■ ■ 

299,000  176,759  122,241 

299,000  193,217  105,783 

1996-97 

262,000 

*Surplus  returned  to  General  Revenue 
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Mental  Health  Act 


Regulation:  Designation  of  Facilities 

The  following  thirteen  hospitals  are  designated  under  the  Mental  Health  Act  as 
facilities  for  the  care,  observation,  examination,  assessment,  treatment,  detention 
and  control  of  persons  suffering  from  mental  disorder: 

• The  Alberta  Hospital  Edmonton; 

• The  Alberta  Hospital  Ponoka; 

• The  Calgary  General  Hospital; 

• Bow  Valley  Centre; 

• Peter  Lougheed  Centre; 

• The  Caritas  Health  Group; 

• Grey  Nuns  Hospital,  Edmonton; 

• Misericordia  Hospital,  Edmonton; 

• Charles  Camsell  Hospital,  Edmonton  (closed  April,  1996); 

• The  Foothills  Provincial  General  Hospital,  Calgary; 

• The  Holy  Cross  Hospital,  Calgary  (temporarily  relocated  to  Calgary  General, 

Bow  Valley,  February,  1996); 

• Lethbridge  Regional  Hospital; 

• Medicine  Hat  Regional  Hospital; 

• Northern  Lights  Regional  Health  Centre 

(formerly  Ft.  McMurray  Regional  Hospital); 

• Queen  Elizabeth  II  Hospital,  Grande  Prairie; 

• University  of  Alberta  Hospitals,  Edmonton. 

The  Forensic  Services  of  The  Calgary  General  Hospital  and  The  Alberta  Hospital 
Edmonton  are  designated  as  facilities  for  the  purposes  of  s.13  of  the  Act. 
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Mental  Health  Act 


Part  6 — Mental  Health  Patient  Advocate 

Definition 

44  In  this  Part,  “Patient  Advocate”  means  the  Mental  Health  Patient  Advocate 
appointed  under  section  45. 

Patient  Advocate 

45(1)  The  Lieutenant  Governor  in  Council  shall  appoint  a Mental  Health 
Patient  Advocate,  who  shall  investigate  complaints  from  or  relating  to  formal 
patients  and  exercise  such  other  powers  and  perform  such  other  duties  as  are 
prescribed  in  the  regulations. 

(2)  The  Lieutenant  Governor  in  Council  may  make 
regulations 

(a)  respecting  the  powers  and  duties  of  the  Patient  Advocate; 

(b)  requiring  boards  to  make  available  any  information  referred  to  in  the 
regulations  for  the  purpose  of  an  investigation  by  the  Patient  Advocate. 

Employees  and  advisors 

46(1)  In  accordance  with  the  Public  Service  Act  there  may  be  appointed  any 
employees  required  to  assist  the  Patient  Advocate  in  performing  his  duties  under 
this  Act. 

(2)  The  Patient  Advocate  may  engage  the  services  of  lawyers,  psychiatrists  or 
other  persons  having  special  knowledge  in  connection  with  his  duties  under 
this  Act. 

Annual  report 

47(1)  As  soon  as  possible  after  the  end  of  each  year,  the  Patient  Advocate  shall 
prepare  and  submit  to  the  Minister  a report  summarizing  his  activities  in  that  year. 

(2)  On  receiving  a report  under  subsection  (1),  the  Minister  shall  lay  a copy  of  the 
report  before  the  Legislative  Assembly  if  it  is  then  sitting,  and  if  not,  within  1 5 days 
after  the  commencement  of  the  next  ensuing  sitting. 
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In  this  Regulation, 

(a)  “Act”  means  the  Mental  Health  Act; 

(b)  “formal  patient”  includes  a person  who  has  been  a formal  patient; 

(c)  “Patient  Advocate”  means  the  Mental  Health  Patient  Advocate  appointed 
under  the  Act. 


Delegation 

The  Patient  Advocate  may  in  writing  delegate  to  any  person  holding  any 
office  under  him  any  power  or  duty  conferred  or  imposed  on  him  under  the 
Act  or  the  regulations  under  the  Act,  except  the  power  of  delegation  in  this 
section  and  the  power  or  duty  to  make  any  report  under  the  Act  or  regula- 
tions. 


Power  to  act  on  a complaint  relating  to  a formal  patient 

3(1  )On  receipt  of  a complaint  from  or  relating  to  a formal  patient,  the  Patient 

Advocate 

(a)  shall  notify  the  board  of  the  facility  in  which  the  formal  patient  is  de- 
tained of  the  nature  of  the  complaint, 

(b)  shall  notify  the  formal  patient,  in  writing,  that  a complaint  has  been 
received,  of  the  nature  of  the  complaint  and  of  any  investigation  arising 
from  the  complaint, 
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(c)  if  a person  other  than  a formal  patient  is  named  in  the  complaint,  shall 
notify  that  person  of  any  investigation  arising  from  the  complaint,  and 

(d)  shall  make  any  contact  with  the  formal  patient  and  conduct  any  investi- 
gation of  the  complaint  that  the  Patient  Advocate  considers  necessary. 

(2)  If  a complaint  relates  to  a formal  patient  who  has  been  transferred  from  one 
facility  to  another,  the  notice  under  subsection  (1)  (a)  shall  be  provided  to  the 
boards  of  both  facilities. 


(3)  A formal  patient  and  a person  who  has  received  notice  of  an  investigation 
under  subsection  (1)  (c)  has  the  right  to  make  representations  to  the  Patient 
Advocate  relating  to  the  complaint. 

(4)  The  Patient  Advocate  may  investigate  a complaint  only  as  it  relates  to  the 
period  during  which  the  person  who  is  the  subject  of  the  complaint  was 
subject  to  2 admission  certificates  or  2 renewal  certificates. 

(3)  On  receipt  of  a complaint,  the  Patient  Advocate  shall  provide  to  the  formal 
patient  and  to  the  complainant,  as  far  as  is  reasonable,  information  respecting 
the  following: 

(a)  the  rights  of  the  formal  patient  under  the  Mental  Health  Act; 

(b)  how  the  formal  patient  may  obtain  legal  counsel; 

(c)  how  to  make  an  application  to  the  review  panel; 

(d)  how  to  commence  an  appeal  to  the  Court  of  Queen’s  Bench. 


Power  to  initiate  an  investigation  without  a complaint 

4 The  Patient  Advocate  may,  without  receiving  a complaint,  initiate  and 
conduct  an  investigation  into 

(a)  any  procedure  of  a facility  relating  to  the  admission  of  a person  detained 
in  the  facility  pursuant  to  the  Act,  and 

(b)  any  procedure  of  a facility 

(i)  for  informing  a formal  patient  of  his  rights,  or 

(ii)  for  providing  information  as  required  by  the  Act  to  guardians,  nearest 
relatives  or  designates  of  a formal  patient. 
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Procedures 


5(1)  The  Patient  Advocate 

(a)  shall  maintain  a record  relating  to  every  complaint  and  every  investiga- 
tion under  this  Regulation,  and 

(b)  may  make  any  inquiries  he  considers  necessary  to  conduct  an  investiga- 
tion. 

(2)  The  Patient  Advocate  shall  notify  the  board  of  a facility  of  his  intention  to 
contact  a patient  or  a formal  patient  of  the  facility  and  the  board  shall  grant 
the  Patient  Advocate  access  at  all  reasonable  times. 

(3)  The  Patient  Advocate  shall  notify  the  board  of  a facility  of  his  intention  to 
carry  out  an  investigation  that  relates  to  the  facility,  whether  the  investigation 
arises  pursuant  to  section  3 or  4. 

(4)  The  Patient  Advocate  is  not  required  to  hold  a hearing. 

(5)  If  the  Patient  Advocate  requests  in  writing  from  the  board  of  a facility 

(a)  any  policy  or  directive  of  the  facility, 

(b)  any  medical  or  other  record  or  any  information,  file  or  other  document 
relating  to  a patient  or  a formal  patient  who  is  the  subject  of  an  investiga- 
tion under  section  3 or  4,  or 

(c)  any  other  information,  file  or  document  relating  to  an  investigation  under 
section  3 or  4, 

the  board  shall,  within  a reasonable  time  after  receipt  of  the  request,  provide 
access  to  the  materials  requested. 

(6)  If  the  Patient  Advocate  so  requests,  the  board  shall  provide  a copy  of  any 
materials  requested  under  subsection  (5). 

Disclosure 

6 The  Patient  Advocate  shall  not  disclose  information  obtained  in  the  course  of 
an  investigation  except  as  required  by  law  or  in  the  performance  of  his  duties 
under  the  Act  or  this  Regulation. 
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Report 


7(1)  On  completion  of  an  investigation,  the  Patient  Advocate  shall  prepare  and 
send  to  a board  a copy  of  the  report  of  the  investigation. 

(2)  A report  that  contains  recommendations  shall  state  the  reasons  for  the  recom- 
mendations. 

(3)  If  a report  is  sent  to  a board  under  subsection  (1)  and  within  a reasonable 
time  after  the  report  is  sent  to  the  board  the  Patient  Advocate  is  of  the  opin- 
ion that  the  board  has  not  taken  appropriate  action  on  any  recommendation, 
the  Patient  Advocate  shall  send  a copy  of  the  report  and  the  board’s  response, 
if  any,  to  the  Minister. 

Frivolous  complaint 

8 The  Patient  Advocate  may  refuse  to  investigate  or  cease  to  investigate  a 
complaint  if  in  his  opinion 

(a)  the  subject  matter  of  the  complaint  is  trivial, 

(b)  the  complaint  is  frivolous  or  vexatious,  or 

(c)  having  regard  to  all  of  the  circumstances,  no  investigation  is  necessary. 

Notice  to  complainant 

9 The  Patient  Advocate 

(a)  shall  inform  a formal  patient  of  the  disposition  of  any  complaint  that 
relates  to  the  formal  patient,  and 

(b)  may  inform  a complainant  of  the  disposition  of  any  complaint  initiated 
by  the  complainant. 

Coming  into  force 

1 0 This  Regulation  comes  into  force  on  January  1,  1990. 
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